comuing froni a small area of exposed rectal muicosa. His anal muscles clre irretrievablv lost and his colostomy mnust therefore be permanent.
Amcebic Ulceration of the Abdominal Wall.-C. NAUNTON MORGAN-, F.R.C.S.
Although this case of Dr. Manson-Bahr's has been recorded elsewhere (Tr. Roy. Soc. Trop. Med. and Hyg., 1938, 32, 223) , I am presenting it because of its comparative interest in the consideration of Mr. Gabriel's case of ulceration of the anus and perineum.
The patient was an ex-soldier aged 25. He had served in India for five years and was discharged from the army in Jannuary 1937. In March 1937 he was investigated for rectal haemorrhage and sigmoidoseopy showed extensive ulceration which was thought to be careinomatous his general condition was poor. A left iliac colostomy was performed and soon after the operation, the wound became indurated and painful and spreading ulceration occurred from the edge of the wound. He was admitted into the Hospital for Tropical Diseases under Dr. Manson-Bahr in September 1937. Surrounding the colostomy there was an area of turgid red granulation tissue which itself was ulcerated. This area was approximately 5 in. in diameter. Its edges were raised and slightly everted, but were not hard. The ulceration was covered with offensive thick chocolate-coloured pus. There were tiny superficial ulcers only seen with a hand lens on the exposed loop of colon ( fig. 1 ).
Sigmoidoscopy revealed extensive ulceration of the rectum. Entamoebae histolytica were obtained from the offensive discharge from the colostomy wound and from the proximal end of the colostomy. Amoebae were also seen in the biopsy specimen from the edge of the uileerated area on the abdomen. Section of Surqery: Sub-Section of Proctology 905 After injection of 8 gr. of emetine the condition rapidly improved (fig. 2 ). The wzound area was dressed with 24% quinoxyl.
Two months after admission the patient developed appendicitis with spreading peritonitis. Appendicectomy was performed and although the patient developed pneumonia and a pelvic abscess, he recovered and after four months' convalescence, the colostomy was closed.
This case, together with Mr. Gabriel's, is instructive in that when ulceration around a colostomy occurs, especially if it is associated with ulceration of the rectum, Female patient aged 75, complaining of intermittent abdominal pain for two and a half years.
Five days before operation, the pain got more severe and colicky in nature. She was seen by Dr. J. A. Flaherty, of Beckenham, who discovered a large mobile tumour in the right side of the abdomen. X-ray diagno8i.polyp, diverticula, or possibly chronic intussusception of the large intestine (figs. 1 and 2).
Operation (10.9.38).-The coecum, appendix and a portion of the small intestine had intussuscepted, and together with the tumour formed a large swelling occupying the position of the ascending colon and the hepatic flexure. There was no evidence of obstruction, so the operation was done in one stage. The tumour was easily mobilized and presented no difficulty in removal. Resection included the lower 6 in. of the visible portion of the small intestine and the colon as far as the middle of the transverse colon. Closure of both ends and lateral anastomosis performed.
Recovery uninterrupted. Report on tumour (C. E. Dukes): Gross characters: The specimen consisted of a large intussusception of the small intestine into the large intestine ( fig. 3 ). Dissection revealed a large fungating growth forming the apex of the intussusception
